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Outline:

Chronic pain epidemiology

Commonly used medications for chronic pain and CKD
What is the average MME for patients with CKD
Diagnosing addiction: aberrant drug related behaviors
Evidence based practice for monitoring CDS

How Penn State Addresses addiction
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Epidemiology of Chronic Pain

« Common in people with CKD, ESRD
 Untreated, pain can cause

e Poor QOL

« Problems with adherence to dialysis
 Mortality

« Depression

* Anxiety

« Fatigue




Epidemiology of Chronic Pain

Disproportionately high use of opioids

Lack of availability of non pharmacologic options
Lack of safe, non-opioid options

>50% ESRD received an opioid prescription

« 3.2x rate of general population

20% on chronic opioids

Carry risk of falls, mortality, hospitalizations, AMS




Non Pharmacologic Approaches

e Behavioral interventions

 Physical Interventions
 Limited studies in individuals with CKD, but positive




Pharmacologic Approaches

 Non-opioids
« Acetaminophen
« No dose adjustment required
« NSAIDs
« Depends on drug-drug interactions
« Depends on stage of CKD

- Small doses, for short periods for CKD I-lII Qj‘;v_jlj_,“f;m
« None for CKD 5 b
- TOPICAL! e

« Muscle relaxants

« Short term only, not for chronic pain

 Avoid in CKD: esp baclofen, can cause neurotoxicity
« Cannabis

 untested



Pharmacologic Approaches

 Neuropathic pain
 Gabapentinoids
 Need dose adjustments for CKD, give post HD
Do not co-prescribe with opioids
* Increased risk of falls, hospitalizations
« TCAs, SNRIs
 Antihistaminic, anticholinergic SE
« Can cause SIADH —

. Gabapentin =
. Capsules,USP *~

100 mg



Pharmacologic Approaches

 Opioids
« Use after all other options tried
 Use sparingly at minimally effective dose
« Establish therapeutic goals
« Start low-dose, immediate release
 Revised Opioid Risk Tool:




Opioid Risk Tool - Revised (ORT-R)

The revised ORT has clinical usefulness in providing clinicians a simple, validated method to rapidly
screen for the risk of developing OUD in patients on or being considered for opioid therapy.

Opioid Risk Tool — OUD (ORT-OUD)

This tool should be administered to patients upon an initial visit prior to beginning or
continuing opioid therapy for pain management. A score of 2 or lower indicates low risk
for future opioid use disorder; a score of >/= 3 indicates high risk for opioid use disorder.

Mark Each Box That Applies Yes No
Family history of substance abuse
Alcohol 1 o
lllegal drugs 1
Rx drugs 1 o]

Personal history of substance abuse

Alcohol 1 0
Hlegal drugs 1 &)
Rx drugs 1 o
Age between 16-45 years 1 0

Psychological disease

ADD, OCD., bipolar, schizophrenia 1

Depression 1

Scoring total

Cheatle, M, Compton, P, Dhingra, L, Wasser, T, O’Brien, C. (2019) Development of the Revised Opioid
Risk Tool to Predict Opioid Use Disorder in Patients with Chronic Nonmalignant Pain The Journal of Pain
0 (D) 1-10. Available online: https://www.ipain.org/article/S1526-5900(18)30622-9/fulltext Accessed
June 10, 2019.




Pharmacologic Approaches

 Opioids

 Monitor!
 Urine Drug screens
 Mouth swabs if anuric

 Medicines that are safer to use:
« Oxycodone
* Fentanyl
« Methadone
 Buprenorphine
« Hydromorphone



Methadone

 Analgesic half-life: 6-8 hours

« No dose adjustment needed for CKD
 Not renally dialyzed

« Can prolong QT, so monitor EKG

 Can prescribe TID without federal licensing

ETHADONE (- |




Buprenorphine

« No dose adjustment needed

 Not dialyzed
« Partial agonist: ceiling effect to respiratory depression
« Can be prescribed for pain, though there are barriers

Buprenor, hine '
Buprenorphi BELBLCAC B E— — —
[h |"[0n.1"’.h ne buccal film! Buprenarphine @  Buprenorphine (= Buprenorphine (i Buprenorphine (G
System 1 el Al v J1WEN) and Naloxone snd Naloxone ass Naloxone o Naloxone
73« 150 « J0€ « 450« €00 « 750 + 0D ey Sublingual Fil m  Sublingual Fil m  Sublingual Fil m ublinguat Film
20 meg/ho [ 2 mg/0.5mg | j @ELTZELTD
TEVA 3559 s | (e T =
=~ = —

Please sec full Proscribing Informaton, including Boxed Warning.



Why do we worry?

1. Mortality
a. Death rates from overdoses: 3,785 in 2000 to 100,306 in 2020
b. US non Hispanic white population deaths are up mostly to poisonings, suicide:
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What are the Signs of Addiction?

Aberrant Drug-Related Behaviors

1. Lost/Stolen Prescriptions

2. Requesting early refills

3. Frequent ED visits/doctor shopping

4. UDS negative for prescribed substance

5. UDS positive for nonprescribed substance




How do we monitor these patients?

1. Contracts

2. UDS

3. PDMP

4. Random call backs

Prescription Drug Monitoring Program



How do we monitor these patients?

1. Contracts
Little evidence that they work

CDC recommends

Many states require

2010 Annals of Internal Medicine
Opioid misuse only modestly reduced with contract

Can be harmful
«  Should not be used as an excuse to “fire” patients
«  Destroys patient trust/therapeutic relationships



How do we monitor these patients?

1. Contracts
« Conclusions:
. For the vast majority, the contracts don’t change
behavior.
« Many patients don’'t know that they signed a contract
. Low health literacy to understand the terms
. More a form to protect liability




How do we monitor these patients?
2. UDS RN

. Critical to determine —
« Adherence Jiil
e Other illicit use w

« Should be random
« Not used routinely in chronic pain offices or primary care!




How do we monitor these patients?
2. UDS |

* De-stigmatize it! -
 Should be routine monitoring TN
« What else we monitor: '
« Liver enzymes (statins, antibiotics) W
 EKGs (rx-rx interactions, angina)
* INR (anticoagulation)
« Colonoscopy (colon cancer)
« Mammogram (breast cancer)
 PSA (s/p prostatectomy for prostate cancer)



How do we monitor these patients?
2. UDS I

« Test what you are prescribing! ocur
« ‘opiates” does NOT include: TN
* Methadone '
* Buprenorphine w
« Oxycodone
* Fentanyl
« If using POC, know what can be a false positive
* Lots of things cause false + for amphetamines, BZDs
« Cocaine, opiates, NEVER false positive.
* Send it out to confirm with GC/MS, and CHECK METABOLITES



Where the most opioids are prescribed,

MO n Itorl ng ad h eren Ce: the most drug overdoses happen

Counties with high prescription opioid rates tend to have
high drug overdose rates — as seen in Appalachia, the California-Oregon
border, Pennsylvania, Oklahoma and Arizona.

Opioid Prescriptions have
Quadrupled since 1999
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How do we monitor these patients?

2. UDS 1NN
+ Get a baseline on EVERYONE P-cur
* Don't profile! AL
« Explain it's for monitoring and patient safety W

« Compliance monitoring within 3 months
« Maintenance every 6-12 months
(Christo et al, Pain Physician 2011)



How do we monitor these patients?
3. PDMP Mandatorv PDMP Use

50 states now have
MUST be used

2014 study found 53%
PCPs ever used, and
less used regularly
Some states have
Implemented mandates

. Prescribers and Dispensers (13)

Pharmacy input varies in f B
frequency by state: some

D Prescribers Only (21)

DNO Mandatory Query (18)

. Source: PDMP Training and Technical Assistance Center
daily, some weekly



How do we monitor these patients?
3. PDMP—WHEN MANDATED: EVIDENCE FOR USE

Bao et al, 2016: 30% drop in opioid prescribing by provider
Moyo et al, 2017: reduced prescribed opioid volume

Wen et al 2017: 10% reduction in prescribing to medicaid
enrollees

Carey et al, 2017: Medicare enrollees who saw >5 doctors for
Rx declined 8%

« >5 pharmacies decreased 15%

« >15% reduction in >4 new patient visits

« $350M saved if all states mandated use



How do we monitor these patients?

4. Random call backs

Pill counts: random and for EVERYONE
Don’t profile!




What to do with patients showing signs of
addiction?

 Don’t *fire” them
« Send to an addictions provider who can make
sure they are getting counseling and MOUD



What to do with patients showing signs of
addiction?

* Don't “fire” them
« Send to an addictions provider who can make
sure they are getting counseling and MOUD

OR

« Certify in MOUD
* https://pcssnow.org/education-training/mat-
training/

| WISH THAT 1 COULD
s

L\



https://pcssnow.org/education-training/mat-training/
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Pain management
clinics

Drug free
counseling
facilities

Opioid Treatment Program,PPI
Methadone induction &
Buprenorphine J maintenance
ER naltrexone
Counseling

Safety net primary care
Yyy

Legal Services

Inpatient
“detox”=>treatment
induction facilities

Probation/Parole
Drug Courts

Community
Health clinics,
mental health
clinics: MDs,
NPs, PAs

O PENNSYLVANIA
¥ PSYCHIATRIC INSTITUTE

A Collaboration of Penn State Health & UPMC Pinnacle



Thank you

skawasaki@pennstatehealth.psu.edu
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